ulcerated lesions, but compared with arseno-benzol and galyl intravenous treatment it is slower in action. There is also the question of pain with intramine. This patient was exceptionally good about it, and readily agreed to the second injection. But that would not be the case probably with nmost patients, especially those who have to earn their living by laborious work, as is usual with hospital patients.
A point of some interest in this case is that four years previously she had attended the Gyneecological Department of the West London Hospital for soreness of the genitalia. On looking up the case it was found she had been under Dr. Simson, who noted she had what looked like a primary sore, which he had confirmed later by a positive blood test. She had one intravenous injection of salvarsan at the time (that is, four years ago) and no other antisyphilitic treatment since. She was no doubt " whitewashed," and she never turned up again-as occurs so frequently among out-patientsuntil she came under my care last March. The fact is that the very efficiency of salvarsan and -other similar bodies in clearing up early symptoms rapidly is a disadvantage in dealing thoroughly with syphilitic cases. It need not be added that this case will be followed up with mercury.
Addendum.-Since the patient was shown the following notes have been made. May 26: The scar of the intramine injection (plus some iodide of potassium) is not firm. It is thin and has broken down in several points with an eroded appearance. An intravenous injeotion-of 0 25 galyl was ordered and injected on May 27. June 2: Scar still eroded.
June 9: Ulcerated eroded areas are healing up, but with psoriasiform scaling. (May 18, 1916.) Case of Mycosis Fungoides in a Woman. By J. J. PRINGLE, M.B. THE patient, S. S., aged 43, is the wife of a railway platelayer. She has lived at Hatfield (Herts) for the last seventeen years, and all her previous life in Leicestershire. She is of more than average intelligence. She has had four healthy children, and subsequently one miscarriage (at the sixth month), six years ago. About the same time she observed a "brown patch" on the inner side of the right thigh, which has persisted ever since. Her attention was drawn to it by itching. The patch gradually spread, but the condition remained limited to the right thigh for two years. Four years ago large brown patches appeared over both scapular regions, and several others over the rest of the back, but no definite dates can be assigned, and apparently little significance has been attached to them. The first "lump" appeared in the left supraspinous fossa about two years ago. The accompanying very rough diagram, made on admission to the Middlesex Hospital on April 14,' indicates the distribution of the lesions. The only one of these exhibiting emphatic tumour formation is situate in the left upper scapular and supraspinous regions, which are occupied by soft, bossy, pale pink; almost gelatinous masses which project more than I in. above the general skin level. The surface of these masses is superficially eroded, and from it a thin, clear, sticky fluid exudes. The dimensions of this tumefied patch are 7 in. by 9 in. A rather larger composite patch is situate over the left shoulder and scapular regions; and although it is very superficially eroded and moist it is only slightly pro-eminent and shows no actual tumour formation. The original patch on the inner side of the right thigh presents identical characters. All the smaller isolated patches present to a very remarkable degree' the characteristics of " parapsoriasis en plaques"; many of them are accurately oval or circular; their colour is deep brownish-yellow; their surfa'ce is distinctly lichenified and slightly scaly; their outlines are regularly convex and festooned where they have become confluent and the borderline between healthy and diseased skin is remarkably clearly defined. At no point is any induration palpable to touch. The spleen is not enlarged, and there is no augmentation in size of any of the superficial lymphatic glands. The blood count is as follows: Hoemoglobin, 90 per cent.; red corpuscles, 3,250,000 per cubic millimetre; leucocytes, 4,400 per cubic millimetre. Differential count: Neutral polvmorphonuclears, 46 per cent.; lymphocytes, 33 per cent.; transitional and hyaline cells, 10 per cent.; eosinophile polymorphonuclears, 1 per 'cent. No abnormal forms seen. The chromatocytis shows no notable abnormality, either as regards morphology or staining reactions. The Wassermann reaction, tested on two occasions (Dr. C. H. Browning), was strongly positive. There are no other signs or symptoms suggestive of syphilis, except the history of a miscarriage at the sixth month (previously referred to).
The largest ranulomatous patch was exposed to a full unscreened pastille dose of N-rays on April 16, and its characters have been totally changed for the better; its surface is seen to be flush with the surrounding skin and is almost, uninterruptedly epidermized. All the other patchds have been subsequently exposed to the same dose of X-rays or to the mercury vapour lamp, but the results are not yet equally iyanifest. It has not been possible to make any histological examination. The points in the case to which I specially draw attention are:
(1) The pure " parapsoriasis en plaques" type of the primary lesions without erythrodermia. (2) The unusual "gelatinous " character of the only mycosic growths which have so far developed. (This could be demonstrated at the meeting.)
(3) The positive Wassermann reaction.
I hesitate to make the almost inevitable deduction from this fact in view of the absence of other confirmatory signs of syphilis; but I think (illogically, perhaps) that it gives me some justification for testing the Pringle: Case of Mycosis Fun goides in a Womnan value of galyl, which I propose to use, or one of the other arseno-benzol series. I am aware of the disappointing results reported by a few who have given these substances a trial, but no great or convincing amount of evidence has been, adduced one way or. the other.
DISCUSSION.
Dr. J. H. SEQUEIRA: I was asking Dr. Pringle whether he lays particular stress on the fact that the Wassermann reaction is positive: whether in that statement there is a suggestion that mycosis fungoides in a non-syphilitic subject may give a positive Wassermann reaction just as may cases of lepra. In a collection of cases which I made for a paper I read here some time ago, there was a definite history of syphilis in a small proportion of them, and in some the Wassermann reaction was positive. I did not find sufficient evidence for considering syphilis an vetiological factor as most cases give a negative AVassermann reaction.
Dr. GRAHAM LITTLE: Members may be interested to hear that the acute case of this disease which I showed and reported last year died a few weeks after exhibition. On the recommendation of a number of speakers at that meeting treatment with X-rays was continued, but with no diminution in the activity of the disease.
Dr. PERNET: I do not think this case is syphilitic although the ,Wasserm.ann reaction is positive.! I have seen a good many cases of mycosis fungoides, but only one or two in which salvarsan has been used. I do not think 03 grm. of galyl would do any harm, and it might do good. I consider the case is undoubtedly one of mycosis fungoides. In any case of mycosis fungoides d tumeurs d'ernbmee, I was,inclined to think the salvarsan did more harm than good.2 Dr. PRINGLE (in reply): I laid stress on the fact that the Wassermann reaction is positive in this case in order to elicit, if possible, the experience of others. I have no opinion to offer op the point, but I believe certain conclusions have been drawn by others. I propose to treat this patient with salvarsan or galyl. I am aware that the effect of arseno-benzol compounds in such cases has been stated to be unsatisfactory, but what Dr. Sequeira has said seems to give tangible grounds for such treatment.
